In all three countries, non-employed people with LLSI had considerably higher poverty risk than employed people, with or without LLSI, in both time periods. Rates of poverty risk in UK for non-employed people with LLSI were much higher than in Sweden and Denmark in both years, but showed no significant change between 2005 and 2010 (38.6% CI = 35.6-41.2 in 2005 35.1% CI = 31.6-38.7 in 2010). In contrast, the previously low rates of poverty risks in corresponding groups in Sweden in 2005 (13.8% CI = 9.7-17.8) had nearly doubled by 2010 (26.5% CI = 19.9-33.1). There was a non-significant increase in the previously low rates of poverty risks in Denmark (11.0% CI = 6.3-15.7) to 16.4% CI = 11.1-21.8).
Background
Mortality rates are higher in Central and Eastern Europe (CEE) than in the West; and in the Former Soviet Union (FSU) than in CEE. Large inequalities in mortality have been observed in CEE/FSU, but comparative data remain sparse and often focus only on education. Because of the rapid rise in income inequalities in the region after the societal transformations in the 1990s, it is important to assess the role of material deprivation as well. Objectives To quantify and compare socioeconomic inequalities in allcause mortality during the 2000s in urban samples in four CEE/FSU countries, using three indicators of socioeconomic position (SEP). Education is thought to capture knowledgerelated assets and to affect future employment and income. The other two indicators, difficulty buying food and amenities, are measures of absolute and relative deprivation. Methods Data were from the population-based HAPIEE (Health, Alcohol, and Psychosocial factors in Eastern Europe) study. The baseline survey (2002-5) included 16,812 men and 19,180 women aged 45-69 in Novosibirsk (Russia), Krakow (Poland), Kaunas (Lithuania) and seven Czech towns. Deaths were identified through mortality registers. Data were analysed by direct standardisation and Cox regression, quantifying absolute and relative differences by the three SEP measures. Results Mortality is high in CEE/FSU, especially in Russian men. Mortality inequalities by the three SEP indicators were observed in all populations. The magnitude of inequalities varied according to gender, country and SEP measure. As expected, given the high mortality burden in Russian men, largest absolute inequalities were found among Russian men (e.g. educational slope index of inequality = 19.4 per 1,000 person-years). The association between each of the three SEP measures and mortality remained after adjusting for the other two measures. Conclusions High overall mortality rates suggest powerful effects of both current and past social environment on the health of all societal groups. Large within-country inequalities indicate that lower-SEP groups are disproportionally affected. In addition to promoting and monitoring the health of all, preventive and health-care policy should pay particular attention to lower-SEP groups.
Key messages
Mortality inequalities according to education, absolute and relative deprivation were observed in four CEE/FSU countries in the 2000s. Results point at the multifaceted nature of social stratification. 
Background
In a context of increasing diversity, culturally competent strategies have been recommended to improve quality and access to health care for ethnic minorities. However, despite promising results, the implementation and the diffusion of cultural competences remain sparse among health professionals. Most programs of cultural competences assume health professionals have the responsibility to adapt to migrants but this assumption remains hypothetical. In this paper, we surveyed health professionals' views on who have the responsibility. Methods 569 health professionals from 24 Belgian inpatient and outpatient health services were selected according to their geographic localisation. All healthcare professionals were requested to fill in a questionnaire tapping responsibility attribution towards adaptation. We performed a factorial analysis to assess how different responsibility stakes cluster and multilevel regression models to investigate individual and service covariates of responsibility attribution. Results Different features were associated with different responsibility assignments: the communication was reported as under the responsibility of the health professionals. On the contrary, 55.3% of health professionals expected the patients to adapt to the gender of the health professionals and to the values of the host country. Most respondents were indecisive concerning the adaptation to health beliefs. Three concepts emerged from the factor analysis: communication, negotiation of the values and health beliefs. Regression indicated that being Belgian (beta = 0.46, p = 0.0037), not being a physician (beta = 0.31, p = 0.0146), and working in a psychiatric unit (beta = 0.32, p = 0.0016) is associated with putting the burden of responsibility of adaptation on the migrant patients.
Conclusions
The responsibility towards adaptation of health care to the migrants has to be considered as multidimensional, depending on the adaptation requested by the situation and on the perceptions of the professional roles. Responsibilities to adapt are between the health professionals and the patients. 
Background
Injury rates reveal that health care workers, especially those who work in emergency care settings are at a particularly high risk of violent assaults at work. The real magnitude is probably even more concerning, taking into consideration that incidents of violence are likely to be reported. There is a lack of data regarding the characteristics and magnitude of the problem in Romania. Therefore this study aims to build the profile of those health care workers exposed to violence.
Methods This is a retrospective cross-sectional study conducted in the largest Emergency Department (ED) in Târgu Mureş County, Romania. The instrument used was a questionnaire focused on four major tracks: (1) physical assault, (2) verbal threat, (3) theft and (4) sexual assault and targeted to all ED clinical and support staff. Data collection resulted in 119 valid questionnaires. Descriptive statistics were performed in order to properly build the profile of the emergency health care worker exposed to violence. Results Within the last 12 months, out of the total of 119 respondents, the most workplace violence cases were against doctors (N = 51), followed by nurses (N = 33) . The mean of number of work hours in prehospital care within a regular week was registered at 48.3, with a minimum of 12 and a maximum of 75. The majority of victims were females (N = 68). Verbal threat / assault was the most frequent form of workplace violence (84%), followed by physical assault (27.7%) and theft (18.5%). Being asked about the main reasons for violence occurrence, 92 respondents claimed absence of guardian to be the main factor for that. Our study revealed that more than half of our sample considered that exposure to violence is part of the emergency health care job (N = 64). Conclusions Based on the results, prevention of workplace violence in emergency care needs to prioritized, as rates are still high. Moreover, being perceived as ''part of the job'' another aim is the development of a set of recommendations to help reducing the number of workplace violence related injuries. Quality of life and work of emergency health care providers may be influenced in a negative way while facing violent behavior.
Key messages
First description of characteristics of workplace violence against health care workers in an exposed sector. Aquired data call for action. energy-dense food intake -with an OR of 1.5 (95% CI 1.2-2.0) for boys whose parents had secondary education and 2.4 (1.9-3.0) for boys whose parents had tertiary education compared to boys whose parents had primary education. The corresponding ORs for girls were 1.3 (1.0-1.6) and 2.1 (1.6-2.6), respectively. Among boys with tertiary-education compared to boys with primary-education background an OR of 1.6 (1.3-2.1) was observed for high fruit intake. The corresponding OR for girls was 1.5 (1.1-2.0), respectively. Among boys with tertiaryeducation compared to boys with primary-education background an OR of 1.5 (1.2-1.9) was observed for high vegetable intake. The corresponding OR for girls was 1.4 (1.1-1.8), respectively. Among boys with tertiary-education compared to boys with primary-education background an OR of 1.5 (1.2-1.9) was observed for a high HuSKY. The corresponding OR for girls was 1.6 (1.3-2.1), respectively. Conclusions Adolescents of parents with low education level showed an unhealthier dietary behaviour than adolescents of parents with high education. Health-promotion interventions need to reach adolescents of parents with low education and stimulate healthy dietary behaviour.
G.5. Adolescent health and lifestyle

Key messages
Adolescents of parents with low education level showed a lower compliance with the 'optimized mixed diet' (OMD) recommendations than adolescents of parents with high education. Health-promotion interventions need to reach adolescents of parents with low education and stimulate healthy dietary behaviour.
